Background: Region-specific differences in the prevalence of insomnia symptoms in outpatient clinics in China have received little systematic study. This study was conducted preliminarily to examine region-specific differences in the risk of insomnia symptoms in Chinese outpatients. Method: In total, 4,399 adult outpatients (urban vs rural residents: 1,768 vs 2,631) who completed three questions focusing on insomnia symptoms were included. Their sociodemographic and clinical information were collected with standardized questionnaires. Results: The prevalence of self-reported insomnia symptoms in urban residents (23.4%) was more frequent than the prevalence in rural residents (21.2%). The estimated prevalence of insomnia symptoms was significantly lower in rural than urban residents after adjusting for the potential confounders (P=0.015). Similarly, more urban (22.9%) than rural (13.4%) residents with insomnia symptoms had significantly higher treatment rates (χ 2 =14.9, P,0.001). Multiple regression analyses showed that depressive symptoms, old age, and low education level were the most common risk factors for insomnia symptoms in both urban and rural residents. Conclusion: Our findings show that the prevalence of insomnia symptoms was relatively lower in rural than urban residents. Longitudinal studies are warranted to confirm the current findings.
Introduction
Sleep, as one of the most essential physiological processes, is associated with cognitive performance, [1] [2] [3] homeostatic processes, 4 metabolism, 5 and immune responses. 6 Insomnia symptoms have been one of the most frequent sleep complaints in the general population with significant morbidities. 7, 8 For example, previous studies involving different definitions and time frames found that sleep problems were frequent in the Chinese general population and ranged from 8% to 39.4%. [9] [10] [11] [12] Insomnia symptoms or sleep deprivation, as a stressor for the brain, 2 may lead to serious health and personal consequences. 13 Emergent evidence has indicated that insomnia symptoms can lead to daily dysfunction during daytime school or work, 13 and low quality of life (QOL).
14 Additionally, insomnia symptoms commonly exacerbate other medical and psychiatric conditions, especially depression and anxiety. [15] [16] [17] Over the past decades, increasing attention has been paid to examining the relationships between insomnia symptoms and social and demographic factors. Studies of Western [18] [19] [20] [21] and Chinese 9, 11, 22 populations have consistently found that certain factors, such as being older, being female, having low education and income levels, and having somatic or psychiatric conditions, were associated with insomnia symptoms. 
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The prevalence of insomnia symptoms and its related factors may substantially vary by residential location, 10, 23 but these findings have received little attention or systematic study. Previous studies in Western populations 23, 24 have reported that neighborhood environments may influence the prevalence of sleep-related adverse events. For example, Hale and Do 24 found that non-Hispanic Blacks were more likely to have sleep durations associated with increased mortality.
Although an examination of insomnia symptoms with residential status in China is also essential, only a few studies have been conducted in the general population, with mixed findings. 9, 10, 25 For example, Xiang et al 9 interviewed 5,926 subjects and found no significant difference in the prevalence of insomnia symptoms between the urban (8.8%) and rural (9.7%) residents, while Yang et al 25 reported the opposite result. A growing number of evidence consistently showed that insomnia symptoms are multifactorial including psychosocial factors and biological determinants. 7, 26 Therefore, it is important to examine regional differences in the prevalence of insomnia symptoms with different ethnic and cultural backgrounds.
Importantly, region-specific differences in the risk of insomnia symptoms are less well characterized in Chinese outpatients than in Chinese and European general populations. Thus, the main purpose of this study was to investigate the differences in insomnia symptoms in Chinese outpatients by residential location. We also tried to investigate whether regional differences are associated with insomnia symptoms with specific demographic and clinical profiles.
Methods
study setting and sampling
This study was part of a large-scale epidemiologic survey on somatic diseases and emotion management in Guangzhou, China, which was initiated by the Affiliated Brain Hospital of Guangzhou Medical University (Guangzhou Huiai Hospital) and undertaken from March 2016 to June 2016. The recruitment criteria for the study subjects who consecutively visited one of the neurological, cardiovascular, gastrointestinal, or gynecological outpatient clinics in four level-III general hospitals included (1) being Han Chinese and aged 18 years or older, (2) having the ability to communicate with investigators, and (3) being able to comprehend the contents of this interview. In this multicenter, cross-sectional survey, all subjects provided written informed consent. The study protocol was approved by the Institutional Review Board of the Affiliated Brain Hospital of Guangzhou Medical University in accordance with the declaration of Helsinki.
assessment tools
In this face-to-face survey, each subject was asked to answer a retrospective self-reported battery of questionnaires, which consisted of sociodemographic and clinical information that were administered by the investigators. The basic sociodemographic sections were aimed to obtain general information, such as gender, age, marital status, employment status, years of education, personal income, and smoking and drinking behavior. In this survey, insomnia symptoms were defined based on the occurrence of following three basic forms of insomnia symptoms during the preceding month: "Do you have difficulties in falling sleep?" for difficulty initiating sleep (DIS); "Do you have difficulties in maintaining sleep and wake up?" for difficulty maintaining sleep (DMS); and "Do you wake up in the middle of the night or early morning and have difficulties in falling asleep again?" for early morning awakening (EMA). Each question included a 3-point scale with scores ranging from 0 (no) to 2 (often). Respondents who answered "often" to either DIS, DMS, or EMA were classified as "having insomnia symptoms". This definition of insomnia symptoms has also been used in previous studies. 27, 28 The validated 9-item Chinese version of the Patient Health Questionnaire (PHQ -9) 29,30 and the 7-item Chinese version of Generalized Anxiety Disorder (GAD-7)
31,32 were used to assess depressive and anxiety symptoms, respectively. Higher scores indicate more serious depressive and anxiety symptoms.
statistical analysis
Demographic and clinical profiles of rural and urban residents were compared using the chi-squared test for categorical variables and the t-test or the Mann-Whitney U test for continuous variables, if appropriate. The prevalence of insomnia symptoms by region was analyzed by chi-squared test. Odds ratios with 95% confidence intervals (CIs) for risk of insomnia symptoms were calculated using logistic regression analyses to examine the associations between insomnia symptoms and region, after adjusting for significant confounders. Next, data for rural and urban residents were analyzed separately for associations between insomnia symptoms and the other variables. Finally, a binary logistic regression analysis was conducted separately for the two groups to examine which factors were most strongly associated with insomnia symptoms. In binary logistic regression analyses, insomnia symptoms in each region were dependent variable and the variables that significantly differed between with and without insomnia symptoms in univariate analyses were independent variables. All statistical analyses were 
Results
A total of 5,284 outpatients were approached and screened for this survey. In the end, 4,399 outpatients including rural (n=2,631) and urban (n=1,768) residents met the study entry criteria and completed the three questions on insomnia symptoms. Fewer rural (21.2%) than urban residents (23.4%) reported any type of insomnia symptoms. The estimated prevalence of insomnia symptoms was significantly lower in rural than urban residents after adjusting for the potential confounders presented in Table 1 (P=0.015, 95% CI=1.04-1.47). Similarly, significantly fewer rural (13.4%) than urban residents with insomnia symptoms (22.9%) reported taking "sleeping pills" (χ 2 =14.9, P,0.001). Significant differences were found between the rural and urban residents in terms of employment status, living conditions (ie, living alone), personal income, and health insurance, family history of psychiatric disorders, taking sleeping pills, age, and education level (Table 1 ). In China, the age of $50 years has usually been used as the cutoff value for "older adults". 33, 34 Following the methodology of other studies, [33] [34] [35] the prevalence figures of insomnia symptoms by age and region (or gender) groups are presented in Table S1 .
In the rural cohort, divorced/widowed status, a lack of health insurance, the presence of a family history of psychiatric disorder, taking sleeping pills, greater age, lower education level, and relatively high GAD-7 and PHQ-9 total scores were significantly associated with insomnia symptoms ( Table 2 ). The significant findings remained in terms of taking sleeping pills, PHQ-9 total score, greater age, and lower education level in the logistic regression analysis (Table 3) .
In the urban cohort, being female, divorced/widowed status, unemployed or retired status, lower personal income, the presence of a family history of psychiatric disorder, taking sleeping pills, greater age, lower education level, and relatively high GAD-7 and PHQ-9 total scores were significantly associated with insomnia symptoms ( Table 2 ). The significant findings remained in terms of taking sleeping pills, PHQ-9 total score, greater age and lower education level in the logistic regression analysis (Table 3) .
Discussion
This is the first study to examine the prevalence of insomnia symptoms and its associated risk factors by region in 
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Zheng et al Chinese outpatients. We found higher prevalence and level of treatment for insomnia symptoms in urban residents than in rural residents. Multiple regression analyses showed that depressive symptoms, greater age, and relatively low education level were the most common risk factors for insomnia symptoms in both urban and rural residents. Unlike the higher prevalence of suicide and psychiatric disorders in rural areas of China, [36] [37] [38] fewer rural residents suffered from self-reported insomnia symptoms than did urban residents. A large number of previous studies, 24, 25 although not all of them, 9,10 have consistently reported findings similar to the present study. For example, Yang et al interviewed 1,048 children aged between 6 and 12 years and found that children in urban (60.3%) areas had significantly higher rates of insomnia symptoms than children in rural (40.3%) areas. 25 However, Tang et al 10 interviewed a sample of persons aged 12 years or older in the general population and found diametrically opposed findings that rural residents (29.4%) had significantly higher frequency of insomnia symptoms than urban residents (25.5%). There are two possible explanations for this conflicting result. First, in the Tang et al's study, 10 insomnia symptoms were assessed using the Pittsburgh Sleep Quality Index (PSQI). 39 Second, the general populations (aged 12-99 years) were recruited in their study. 10 Despite lower socioeconomic status and less medical insurance coverage in rural compared to urban areas, rural residents were more likely to report fewer insomnia symptom complaints, since urban residents often face an abundance of career and life stressors due to the rapid living pace. 8, 24 Hale and Do 24 found living in an inner city was related to increased risk of short sleeping when compared to non-urban areas. Night shifts or multiple jobs are an unavoidable working pattern for urban residents, 11, 25 which may disrupt their biological sleep rhythm and result in insomnia symptoms. 40 Yang et al found that children suffered from a higher frequency of sleep complaints if one of their parents had late-night or 
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regional differences in insomnia symptoms shift work, indicating the lack of a quiet sleeping environment for their children. 25 Unfortunately, these factors were not assessed in the present study.
Social factors may also contribute to the understanding of such discrepancies. For example, late-night socializing was common in the urban areas where more opportunities for various social activities were provided. 24 Additionally, differing social and cultural practices by region may begin early in life and potentially increase the risk of insomnia symptoms. 32, 41 Furthermore, the widespread use of multimedia entertainment devices, such as computers and smart phones, in urban residents may affect the normal sleep pattern. 42 However, these factors have not been collected in this study.
Another explanation of the higher prevalence in urban compared with rural residents may be attributed to the living environment. 24 For example, the crowded residences of urban environments are associated with busy streets, little rooms with thin walls and noisy neighbors, and many people live together. The greater noise or light pollution may keep urban residents awake later or wake them up earlier compared with rural residents. 10 These factors were also associated with an increased risk of insomnia symptoms.
It is generally acknowledged that sleep habits and sleep behaviors are determined by multidimensional geneenvironment interactions. Of these interactions, the role of biological differences in sex hormones were essential in accounting for age associated with insomnia symptoms. 43 Hormone changes in women due to peri-or post-menopause disturbed the normal sleep pattern. [43] [44] [45] Greater age was associated with insomnia symptoms in Chinese 9,11,22 and Western [18] [19] [20] [21] populations. Thus, urban residents with insomnia symptoms were older than rural residents with insomnia symptoms in this study, which may potentially account for the higher rate of insomnia symptoms in urban than rural residents.
In this study, significantly fewer rural (13.4%) than urban residents (22.9%) who had insomnia symptoms reported their symptoms to medical practitioners. One explanation may be due to the relatively larger proportion of rural residents lacking health insurance when compared to urban residents in this study. Other explanations for this significant difference may be fewer existing sleep clinics in rural areas and a higher awareness of sleep hygiene in urban residents than in rural residents. Overall, the treatment rate of patients with insomnia symptoms was still low, which urgently warrants improvement in both rural and urban residents.
The major strengths of this study included the careful study plan and design, a large sample, and the questionnaire-based Notes: as reported in the "Methods" section, in binary logistic regression analyses, insomnia symptoms in each region were dependent variable and the variables that significantly differed between with and without insomnia symptoms in univariate analyses were independent variables. Thus, "-" means not applicable. Abbreviations: CI, confidence interval; GAD-7, generalized anxiety Disorder-7; OR, odds ratio; PhQ-9, Patient health Questionnaire-9.
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Zheng et al face-to-face survey. However, the findings should be treated with caution due to the following limitations. First, this study was only conducted in outpatient clinics in China, limiting the generalization of our findings. Second, a retrospective, selfreported approach was used in this study, which may increase the potential subjective recall bias. However, simple definitions and a specific time frame for the insomnia symptoms in this study may partly compensate for this limitation. Given that polysomnography is a gold standard in the assessment of sleep problems, 46 thus it should be used in this population. Third, some other important variables (ie, environmental noise, caffeine consumption, and the presence and severity of medical conditions) related to insomnia symptoms were not collected or examined. Fourth, in this study divorced/widowed individuals had a very small sample size compared with those in other categories of marital status. Finally, we were unable to make inferences with regard to the causality of insomnia symptoms and the relevant factors based on this cross-sectional analysis. Thus, to further determine the causality between insomnia and these factors, a longitudinal design with a large sample size and relatively balanced region ratio and/or the balanced number of each marital status is needed.
Conclusion
The prevalence of insomnia symptoms was relatively lower in rural than urban residents treated at medical outpatient clinics. Longitudinal studies are warranted to examine the sociodemographic and clinical predictors of insomnia symptoms.
Ethics approval and consent to participate
Written informed consent was obtained from each subject. 
